In operating upon the two patients from whom these tumours were removed, I decided to carry out a one-stage resection in view of the advanced stage of the disease locally. On account of the very poor general condition of the patients, I planned the following manceuvre which had for its object a shortening of the FIG. 1. -The ileo-c8ocal angle has been mobilized and withdrawn throuigh a separate incision in the right loin, the forceps holding the cut ileum being passed through the handle first. An end to side unastomosis between the ileiim and transverse colon is being done. A large moist pack soaked in flavine, 1 in 1,000, is Flaced in the right loin at this stage to arrest any oozing from the c,ecal bed. (Note: All details of clamps, towels and packing are omitted in the drawing for the sake of clearness.) intra-abdominal part of the operation. By this method a desirable safety factor is introduced by exteriorization of the large bowel for section and, if thought desirable, drainage of the transverse colon in the region of its anastomosis with the small intestine can be provided.
Method.-The operation is performed through a long paramedian incision and its stage may be summarized as follows:-(1) Ligation of the ileo-colic vessels high up, near the mesenteric trunk.
(2) Division of the small intestine between clamps about 6 to 12 in. from the cecum.
(3) Mobilization of the cecum, ascending colon and hepatic flexure of the colon.
Then instead of dividing and occluding the transverse colon according to the classical operation, the following manceuvre was carried out.
(4) An oblique incision 4 to 5 in. long was made downwards and inwards in the right upper abdomen, sufficiently large to admit the handle of the forceps crushing the ileum and the tumour for which the resection was being undertaken ( fig. 1 ); the specimen was thus delivered outside the abdomen and was left supported by the table on the right side of the patient.
(5) The anastomosis of the ileum to the transverse colon was next effected, in one case by end to side, and in the other case by side to side anastomosis ( fig. 1 ). Great omentum was stitched carefully round the anastomosis.
(6) The peritoneum on the posterior abdominal wall was repaired, the terminal part of the ileum was arranged suitably, and the main incision closed without drainage. It was covered with gauze and a sterile towel.
(7) The oblique incision was partially closed by a few sutures until it fitted snugly round the emerging bowel. A triple de Martel's clamp was then applied to the bowel about 1j in. from the abdominal wall and it was divided with a cautery in between the outer clamps ( fig. 2 ).
(8) The colon was partially closed from each side, leaving a small opening in the centre to permit a catheter to be passed in to the level of the anastomosis (fig. 3 ). Case I.-The patient, S. D., was a frail woman aged 52. She was very aniemic and was ruining an irregular temperature; her resting pulse-rate was 112. Abdominal examination revealed a large movable tumour in the right iliac fossa.
Proceedings of the
The operation was performed April 2, 1931, and an uneventful recovery followed. The tube (a de Pezzer catheter with the end cut off) allowed flatus and a little fluid faecal material to escape; the abdomen remained soft and flat. The tube was removed by gentle traction on the tenth day after operation, leaving a small circle of mlucous membrane presenting. Later the colostomy was closed extraperitoneally under local analsthesia. The patient remains in good health and now has an excellent colour. She has put on a stone in weight and her bowels are open regularly with small doses of aperients. Specimen I.-Dr. Cuthbert Dukes reports as follows: " The specimen consists of the distal 4 in. of the small intestine, the ileo-cfecal valve, cecum and a small portion of the ascending colon. A fungating tumour is situated in the region of the ileo-csecal valve and completely encircles the lower portion of the csecum. The lymphatic glands in the neigbouring portion of the mesentery were easily palpable.
Microscopic structure.-The tumour is an adeno-carcinoma which shows a good deal of colloid degeneration in some regions. The cells are fairly well differentiated and belong to Malignancy Grade No. 2. The growth has spread by direct continuity through the wall of the cecum. The regional lymph nodes are very much enlarged as the result of an inflammatory reaction, but do not contain any metastases." I I I Case II.-The patient, E. W., was a frail and anemic man aged 70: he was a diabetic. He gave a history of increasing anDmia and recent diarrhoea, with the passage of pink stools. There was a palpable mass in the caecal region. The operation was performed October 1, 1931. His immediate progress was satisfactory, but later he was much troubled by passage Qf loose stools from the colostomy opening; this was possibly accounted for by intestinal indigestion, the result of pancreatic deficiency. He was put on to a pancreatic extract, but succumbed to an acute broncho-pneumonia twenty days after operation.
Specimen Microscopical examination of a section shows that the track is lined with transitional epithelium. This section resembles those shown by Dr. Dukes of peri-anal intramuscular glands during the discussion onfistula two years ago,' and I think it establishes the origin of this particular abscess in one of these glands. It demonstrates that these glands open into the anal canal, and thus explains the cause of many direct lateral fistulhe which seem to arise without history of previous abscess.
In such cases, in all probability, an infection of the gland finds easy drainage into the anal canal so that an objective abscess in the ischio-rectal fossa never appears and the infection becomes chronic, ending in fistula. History.-For the last three months has been suffering from increasing constipation with passage of slime. No bleeding whatsoever; no pain. Has lost a good deal of weight. During the last month almost continual diarrhoea.
Carcinoma (Grade
Condition on admission.-The patient looks ill. Mucous membranes pale. Examination per rectum.-There is a long tubular stricture, just admitting the examining finger, extending down to the anal margin, its upper extent being out of reach. The mucosa is everywhere smooth but slightly nodular, indurated and cedematous. No bleeding, but a good deal of slime. There was marked pain on examination. The rectum-appeared to be a rigid tube fixed anteriorly to the prostate but only slightly fixed behind to the sacrum. A small proctoscope was inserted with difficulty: there was no ulceration seen, the mucous membrane being smooth, deep red in colour, and extremely tough: it bled slightly during examination.
Operation, 20.7.31.-Exploratory laparotomy. Left rectus incision. The growth could be felt from the pelvis extending upwards to just below the peritoneal reflection, totally surrounding the bowel and slightly fixed in all directions. It was estimated to be about 3 in. in length involving the lower two-thirds of the rectum. A
